Gender analysis methodology is increasingly being considered as essential to health research because 'women's social, economic and political status undermine their ability to protect and promote their own physical, emotional and mental health, including their effective use of health information and services' {World Health Organization [Gender Analysis in Health: a review of selected tools. 2003; www.who.int/ gender/documents/en/Gender.analysis.pdf (20 February 2008, date last accessed)]}. By examining gendered roles, responsibilities and norms through the lens of gender analysis, we can develop an in-depth understanding of social power differentials, and be better able to address gender inequalities and inequities within institutions and between men and women. When conducting gender analysis, tools and frameworks may help to aid community engagement and to provide a framework to ensure that relevant gendered nuances are assessed. The capacities and vulnerabilities approach (CVA) is one such gender analysis framework that critically considers gender and its associated roles, responsibilities and power dynamics in a particular community and seeks to meet a social need of that particular community. Although the original intent of the CVA was to guide humanitarian intervention and disaster preparedness, we adapted this framework to a different context, which focuses on identifying and addressing emerging problems and social issues in a particular community or area that affect their specific needs, such as an infectious disease outbreak or difficulty accessing health information and resources. We provide an example of our CVA adaptation, which served to facilitate a better understanding of how health-related disparities affect Maasai women in a remote, resource-poor setting in Northern Tanzania.
INTRODUCTION
Gender is a complex social concept that describes systematic differences in power relations and social hierarchies (Sen and Ostlin, 2007) . For the purposes of this paper, gender is defined as the social construct that establishes 'what it means to be a woman or to be a man', which varies between 'different racialized, ethnic and religious groups, as well as characterizing differences between male and female sexes, as well as the genders of men and women are contextdependent (Wodak, 1997) .
Gender relations and social norms collectively contribute to women's health inequities. In particular, women experience inequities relating to their sexual and reproductive health, through social subordination, inability to control one's reproductive capacity and timing and access to healthcare decision-making and resources. Women typically occupy the gendered power roles and social hierarchies that are disempowered and disadvantaged, and therefore, tend to experience inequities and inequalities relating to income, social hierarchy, division of labour, decision-making ability, access to resources and agency (Sen and Ostlin, 2007; Birks et al., 2013) . As noted by UNAIDS in the Global Report (2010) , 'the consequences of gender inequalities in terms of low socioeconomic and political status, unequal access to education and fear of violence, add to the greater biological vulnerability of women and girls' sexual and reproductive health. Consequently, women are often blamed when health interventions and prevention strategies, such as prevention of mother-to-child HIV transmission (PMTCT) or Caesarian section surgeries fail (Kalipeni et al., 2007; Birks et al., 2013) . Although feminist discourse emphasizes biases, discrimination and injustices centered on women and the social roles women occupy, for the purposes of this paper, gendered social relations, power and hierarchies will be examined in terms of power relations and social hierarchies affecting both women and men.
Gendered health disparities manifest in terms of differences between biological sexes and gendered differences. Although there are some health afflictions primarily attributable to biological sex differences or to gendered social norms and relations, many health conditions are indicative of a combination of gendered social determinants and biological sex variance (Sen and Ostlin, 2007) . To understand how gendered inequalities and inequities contribute to health disparities and access to resources between men and women, and why that is important, it is essential to examine the general characteristics and nuances of gendered roles, relations and power dynamics. Gender analysis is one such tool that can elucidate variance in gendered roles and power relations, and help to explain how and why these differences factor into inequities and inequalities between men and women, especially in this case, resulting in health disparities (March et al., 1999; WHO, 2003) .
Gender analysis has increasingly become a tool used in the context of research, development and humanitarian work, largely due to institutional mandates targeting the 'mainstreaming' of gender in local, national and international policy. However, in spite of the fact that gender equality and mainstreaming has become part of the general vernacular and overall push towards achieving global 'human rights', women remain at a disadvantage both in informal and formal social structures and institutional contexts. Therefore, a primary goal in conducting gender analyses and mainstreaming gender should focus on identifying how gender is a contributing factor to the issue being examined or addressed. With regard to health research, gender analysis is increasingly being considered as essential because the tools help to assess how 'women's social, economic and political status undermine their ability to protect and promote their own physical, emotional and mental health, including their effective use of health information and services ' (WHO, 2003) . For the purpose of community engagement, gender analysis tools and frameworks ensure that relevant gendered nuances can be identified and assessed while accommodating for and preserving local cultural identities. Specifically, gender analysis seeks to understand and characterize such gendered inequalities on health and health services in order to ensure that health interventions 'involve and benefit those who have the least resources' [(WHO, 2003) 
The capacities and vulnerabilities approach (CVA) is one such gender analysis tool that provides a way to characterize gendered roles and responsibilities and power dynamics (March et al., 1999) . Originally developed as a gender analysis tool to be applied to humanitarian disaster contexts to help with planning aid in emergencies and to prepare for possible subsequent disasters (whether environmental or related to conflict), the CVA also helps to identify specific strengths and weaknesses of a particular community that may help or hinder individuals in that community to address social, political, environmental, resource and developmental concerns (March et al., 1999) .
We employed the CVA to help us to develop a critical understanding of how Maasai women and traditional birth attendants (TBAs) in Northern Tanzania interpret and respond to their own health, maternal health and the PMTCT. Rather than applying the CVA to its original context of humanitarian disaster and disaster preparedness, we conceptualized women's sexual and reproductive health as a primary 'concern' that is heavily influenced by gender roles and power relations that are poorly understood in the context of health-related issues in this particular community (March et al., 1999) . Therefore, we sought to identify and understand links between local culture and cultural practices as cross-cutting themes that impact women's health and health-related decision-making. Despite these adaptations, to be discussed below, he goal of the tool remained the same: to 'assess people's existing strengths (or capacities) and weaknesses (or vulnerabilities) to determine the impact that a crisis has on them, as well as on the way they respond to the crisis' (March et al., 1999) . Our goal was to use an established gender analysis tool to help understand the socio-cultural context of health in Maasai, a remote and resource-poor community that is heavily influenced by gendered social norms that directly affect women's capacities and vulnerabilities relating to their own health and the health of their families.
CONTEXT
The Maasai in Tanzania are an ethnic minority who reside in the Northwestern areas of the country, in the Arusha region, which includes the Ngorongoro and Monduli Districts (Hodgson, 1999; Talle, 2004; Coast, 2007) . Maasai society is patriarchal, and defined by distinct social, developmental and social-sexual phases that both males and females undergo during maturity (Coast, 2007; Birks et al., 2011) . These phases influence ensuing sexual behaviour, which may contribute to both Maasai men and women being at higher risk for exposure to sexually transmitted infections. In addition to establishing gendered social-sexual behaviour, these socio-behavioural phases also initiate distinct gendered roles regarding decision-making power, caregiving and health. Agency in decision-making directly affects how women and children access healthcare, both in terms of deciding to seek health-related interventions and managing the financial costs associated with such healthcare, because Maasai men are the decision makers regarding both finances and women and children's health.
When considering maternal health practices, HIV infection and prevention, and PMTCT in the Maasai population involved in this research, it is important to note that according to UNAIDS (2010), women account for the majority of HIV infections in sub-Saharan Africa. Furthermore, Coast (Coast, 2007) notes that Maasai culture links fertility to family continuation, and 'semen symbolizes responsibility of procreation', thereby increasing risk of HIV transmission, as well as the lack of reproductive decision-making on the part of women. Therefore, social expectations, Maasai traditions and gendered decision-making power encourage both men and women in the community to avoid preventative measures relating to sexually transmitted infections in favour of pregnancy (Hodgson, 1999; Talle, 2004 ). This paper describes how these unique gendered and cultural nuances have been analysed using our adapted version of the CVA.
CVA TO GENDER ANALYSIS
The CVA tool supports the identification of unique social needs of a particular community by encouraging a critical examination of gender-related roles, gender-based responsibilities and power dynamics (March et al., 1999) . The CVA was originally developed at Harvard University for the purposes of assessing gendered roles, responsibilities and power dynamics in the context of emergency humanitarian aid interventions and disaster preparedness.
The CVA defines capacities as 'existing strengths of individuals and social groups', and encompass 'people's material and physical resources, their social resources, and their beliefs and attitudes' (March et al., 1999) . This definition of capacities fit well in the context of our adaptation of the tool, thus remained unchanged. The CVA defines vulnerabilities as 'long-term factors that weaken people's ability to cope with the sudden on-set of disaster, or with drawn-out emergencies' (March et al., 1999) . For the purposes of adapting the CVA to focus on health in a remote, rural and resource-poor setting, we identified vulnerabilities as: long-term factors that weaken people's ability to cope with emerging problems, or with drawn-out social issues, such as an outbreak of disease like HIV/AIDS or difficulty accessing healthcare and health resources.
The CVA framework organizes capacities and vulnerabilities according to three distinct categories of factors: physical/material, motivational/attitudinal and social/ organizational, all of which were relevant to our context. The first category pertains to physical considerations such as local climate and geography, modes of production, domestic living conditions (e.g. housing, water and food security), access to capital and other assets and human health (March et al., 1999) . The second category consists of motivational and attitudinal considerations such as cultural and psychological factors associated with prevailing religious beliefs as well as, a community's history and expectations for the future (March et al., 1999) . Specifically, motivational and attitudinal factors are intended to be analysed to understand how people view their community, how they currently deal with local social and political environments, and whether community members demonstrate self-agency (March et al., 1999) . The third category of capacities and vulnerabilities is comprised of a community's social and organizational attributes, which refers to the 'social fabric' of a community. The social fabric includes families, formal political structures, informal decision-making processes, leadership systems, and the organization of social and economic activities (March et al., 1999) . This third category is the most crucial in terms of gender analysis because it examines gender-based roles in relation to social and economic organization, decision-making, division of labour, power dynamics and societal participation. The original CVA categories are salient to our gender analysis adaptation because each category serves as a framework to reveal how women's health (or lack thereof ) is largely determined by gendered-based norms and power relations (see Table 1 ).
In order to accurately acknowledge the complex realities that characterize the population of interest, the following additional dimensions enrich each of the CVA categories (March et al., 1999 ) (see Table 1 ): differentiation of the community by gender (i.e. understand the differences between the experiences, roles and responsibilities of men and women); disaggregation of the community by other social relation dimensions such as levels of wealth, political affiliation, ethnicity, age, education level, literacy and access to resources; changes in these characteristics over time (i.e. temporal perspective, before and after the disaster); interactions between the three above-mentioned categories of analysis; and consideration of differences in scales and levels of society (i.e. neighbourhoods, villages, regions and nations). By adding additional dimensions to the three core CVA categories, the tangible representation of the tool in a matrix (see Table 2 for an example application) is better able to provide an accurate picture of the capacities and vulnerabilities in a particular community.
The framework can be applied numerous times over the course of time in the same community and investigating the same issues. By repeating the gender analysis, the framework captures some of the changes experienced in the community over time. For example, the gender analysis we conducted occurred over the course of May 2008 through June 2012 on an on-going basis in order to establish a clear understanding of gender roles and norms in Maasai society, particularly relating to women's health and their decision-making processes.
Implementation and analysis of the adapted CVA
Our adaptation of the CVA involved questions that are similar, and in some cases the same, as the original tool because the matrix questions themselves do not constitute the core of our adaptation. Rather, the key to our adaptation of the CVA is applying the gender analysis tool to a different context: that is, a health-related context where emerging problems and/or social issues, such as HIV/ AIDS, safe motherhood, food security etc. are beginning and/or in place. Therefore, the goal of our adaptation is to help researchers and the community in which the CVA is being applied to have an upstream tool that could potentially help to prevent or mitigate a humanitarian crisis.
The development and application of our CVA adaptation began following familiarization with the existing literature on Maasai social norms, gendered roles and unique cultural characteristics. Our adaptation began with consultations with community elders (mostly men) and local healthcare providers. These consultations with community elders primarily served to ask permission to work with community members with the goal of improving women's access to healthcare, as well as to ameliorate relations between the community and local healthcare providers. Our initial assessment of community social and cultural norms and the local healthcare provisions yielded evidence that suggested the local Maasai people exhibited several vulnerabilities that affect women's health, particularly relating to HIV, reproductive health and pregnancy. Through additional consultation with a local outreach health worker and physician, it became clear that Maasai women also experience vulnerabilities related to their own health, specifically relating to access, the financial costs of healthcare, and agency. In learning about these gendered cultural characteristics, we postulated that the local Maasai women must also have some capacities and subsequently used the participatory action research (PAR) process to address such gender/health-related vulnerabilities by initiating small efforts towards social change.
The next steps of implementing the gender analysis tool occurred through engagement with the local community in the form of recruiting a group of ∼10-20 women to participate in semi-structured interviews and discussion groups, which occurred in a natural setting with questions being asked simultaneously of all participants (Fontana and Frey, 2005) . We conducted the gender analysis by applying the CVA framework to the documented conversations and interviews with Maasai women of childbearing age, as well as TBAs in a research process based on open-ended questions that served to facilitate the discussion groups by establishing the gendered aspects of the community that directly influence women's health and health-related agency. Questions during the interviews often focused on gender and associated power dynamics. We applied the CVA to the matrix, consisting of the three previously mentioned analytic categories to the gathered data, as well as field notes and document analysis results; a process that was repeated in several iterations over the course of the research in order to account for social dynamics and cultural nuances that may have changed over time.
The follow-up discussion groups allowed for flexibility for both the participating women and we researchers to expand on the gendered roles, responsibilities and nuances that were identified as key capacities and vulnerabilities that influence health in the community. Interview and conversations were analysed in the CVA matrix, and repeated, if necessary, to elucidate unique gender relations in Maasai culture and power hierarchies that influence the effectiveness of women's sexual and reproductive health interventions (WHO, 2003; Kalipeni et al., 2004; Kalipeni et al., 2007) . The following figure (1.1) illustrates the CVA implementation Adapted questions:
-What factors contributed to development of the emerging problem/social issue? Are these factors internal or external to the community?
-How are individuals coping with the problem
The original CVA framework focuses on the impact of a humanitarian disaster and disaster preparedness, whereas our adaptation focuses on emerging problems and drawn-out social issues that create chronic and persistent conditions that is related to health, which develop over time. -chronic food insecurity; long physical distances to healthcare access; -poor socio-economic status; lack of traditional wage-based employment;
-lack of infrastructure (including access to potable water; -lack of donkeys for carrying water and other goods; -lack of appropriate housing and electricity; -lack of ability to purchase or formally lease land; -lack of protective equipment for prevention of HIV transmission and other diseases (i.e. gloves, aprons, running water, antiretroviral medications);
-drought and climate change; threat of eviction from the traditional Maasai land;
-lack of ability to grow sustenance crops (i.e. maize); -limited access to food relief programs and other support initiatives Opportunities:
-changing economic patterns (i.e. more interaction with tourists, rural-urban migration for employment, cultural bomas);
-allowing small scale sustenance agriculture; access to formal education for both boys and girls (however, with associated school fees);
-collaboration with Endulen Hospital to improve access, care and treatment; greater availability to transportation outside the NCA -collective identity: a strong Maasai community identity exists throughout the NCA;
-strong community interest in survival of both the Maasai culture and the maintenance of access to grazing and living in traditional Maasai land;
-demonstrated commitment to conservation (including a lack of hunting of wildlife and maintenance of the local environment);
-the Pastoralist Council advocates on behalf of the Maasai to maintain their traditional lifestyle;
-traditional healers, leaders and birth attendants support the continuation of traditional practices including use of traditional medicines, traditional ceremonies, and maternal health practices;
-these same leaders support training in Western medical practices and want to pursue collaboration with biomedical-based practices offered in the area;
-participation: there is mutual respect between genders, but a general lack of equality for women exists that is manifested in terms of opportunity for education, division of labour, opportunities for decision-making, and control of resources;
-men control financial resources and make decisions regarding all significant financial decisions. Women can make day-to-day purchases, but do not have the autonomy to make purchases that involve selling animals, school fees, healthcare or children;
-women manage the milk production of the herds by milking the cattle and caring for newly born offspring of the herd while the mother is out grazing.
-care: the Maasai are a collective society in the sense that the most vulnerable are cared for Weaknesses:
-the patriarchal nature of both the Tanzanian and Maasai culture deemphasize the value and contribution of women to individual families and community;
-male dominated decision-making negative effects women and children's health by limiting access to financial resources, food resources and clinical services; -women's physical labour (i.e. collection of firewood and water) far exceeds men's daily requirements;
-cultural practices such as female circumcision negatively impact women's sexual health in terms of risk disease contraction and transmission, physical trauma and risk of complications during labour and delivery;
-male circumcision increases the risk of infection for the patient, as well as greater risk of disease transmission and contraction because the foreskin is only partially removed;
-other cultural practices that focus on introducing girls as young as 6 years to various degrees of sexual interaction with teenaged males to 'practice', potentially contribute to increased psychological and physical trauma;
-laws do not support inheritance of property for women (including both land and other assets);
-it is an established social expectation that women bear children, which has the potential to limit educational and other opportunities for women;
-HIV/AIDS is not considered a 'Maasai disease', which significantly increases the likelihood of stigma and social ostracization for both sexes, but particularly for women because they are often blamed for 'bringing the disease into the family' regardless of the mode of transmission;
-women are not encouraged to participate in any form of community leadership, which reduces opportunities for women to earn an income and gain autonomy
Continued
As noted, we applied the CVA framework to the three categories ( physical/material resources, social/organizational and motivational/attitudinal) of capacities and vulnerabilities to emerging problems and drawn-out social issues that directly affect women's health, maternal health and community health in the Ngorongoro Maasai population. When describing health, according to the CVA, gender refers to affiliated aspects of biological, psychological and social differences between females and males of all ages (Keheler, 2004) . Understanding the genderrelated capacities and vulnerabilities of a resource-poor community is necessary when considering health and healthcare at the individual and community levels. By examining these emerging problems and drawn-out social issues in relation to health from the perspective of complex long-term community-based challenges that bring insecurity and uncertainty to a particular community (i.e. chronic food insecurity; persistent health concerns-such as malnutrition, tuberculosis, malaria and syphilis and maternal health issues-such as obstructed labour, mother-to-child HIV transmission, and access to Caesarian section), rather than focusing on disaster events that are sudden and acute by definition (brought on by natural environmental events, conflict etc.), we effectively adapted the original CVA categories to be applied to more chronic and persistent conditions that still have the potential to be addressed.
By combining our detailed assessment of chronic and persistent conditions affecting the Ngorongoro Maasai community with the CVA tool according to the established categories of capacities and vulnerabilities, our adaptation of the tool was used to identify aspects of gender that affect health from an everyday perspective. Specifically, we identified culturally embedded factors that influence Maasai women's ability to make health-related decisions and to access health resources over the course of time. For example, in the community we studied, women are the primary caregivers, which is important to understand in terms of how health and illness needs are met by women and for women in this community; in particular, when the caregiver themselves is experiencing health-related concerns such as illness or vulnerability such as pregnancy . To expand, our analysis showed that although Maasai women are considered their family and community's primary caregivers, they are expected to request permission from either their husband, father or eldest brother or son to access healthcare, even if it is an emergent situation, such as obstructed labour. Requirements for permission to access healthcare, while often financially driven, are more likely an indication of established gender norms, which dictate that women comply with men's decisions the majority of the time. Such a lack of agency significantly influences women's ability to -opportunities exist from the federal government perspective for equal opportunity for education for girls and boys. Traditional care opportunities are abundant within the community, by the community for both men and women. Vulnerable persons, with the exception of HIV+ individuals (due to stigma, however, they are typically cared for by individual families) are cared for by the community-at-large Threats: -women's health is threatened by the value of women being narrowly defined and reliant upon their reproductive capacity and ability;
-due to women's necessary maternal obligations, girls and women are at risk for transmission and contraction of various sexually transmitted infections, including HIV. In addition, women do not have autonomy over their reproductive capacity, which puts them at a disadvantage in terms of family planning, protection from disease and opportunities outside of childbearing and rearing;
-polygamy increases the likelihood of the lack of control over household and individual decision-making over women's own bodies and their lives, as well as in relation to their children's lives and health make independent decisions that may positively affect their health, which can be seen as a vulnerability. Significantly, the tool also helped to elucidate a potential capacity of both Maasai women and men to turn such a vulnerability into a capacity through processes, such as education about health and how to access to healthcare resources. It also became clear that gendered social organization dictates that women in this traditional Tanzanian Maasai community are only permitted to make decisions about their own and their children's health and access to healthcare after the male head-of-household permits. Although, on first glance this may seem to be a vulnerability, the CVA tool clarifies that such established gender roles provide structure within the family system, as well as distribute social responsibility across genders in a family and the community as a whole.
BENEFITS, INSIGHTS AND LIMITATIONS TO THE ADAPTATION
By adapting the CVA gender analysis tool to be applied in a community affected by chronic and persistent health disparities and resource constraints, the breadth and depth of the tool is expanded both in its application and relevance to various situations beyond the acute nature of disaster contexts. Such expansion in the CVA tool's application and relevance to gender analysis methods allows for a more enriched understanding of how community and cultural capacities and vulnerabilities can be assessed, understood and utilized to address social concerns and problems, including healthrelated deficits and movements towards social change. Insights we gained in developing this adaptation include the versatility of both the capacities and vulnerabilities beyond the scope of a disaster context. Vulnerabilities and capacities that are gender-related extend far beyond the range of emergent situations, and often are the key behind understanding, not only culturally related nuances (such as gendered sexual expectations and practices), but also may provide potential solutions to creating social change that addresses local concerns and community needs that may not be fully understood at first glance by the outsider. For example, our adaptation served as a conduit for improved communication about healthcare-related decision-making (i.e. why, when and how women are accessing healthcare) between Maasai community members and the local healthcare providers. By identifying and discussing some of the gendered agency characteristics unique to the Maasai, we were able to work with the healthcare workers (often Tanzanian, but not necessarily Maasai) to develop a new maternity ward at the local hospital to be more inviting for Maasai women. Our adaptation also helped to facilitate development of this group by encouraging the local women to capitalize on their collaboration capacities. Specifically, we worked with local Maasai women to form a formal group, called Nanapisho, that developed a small business of bee farming and honey harvesting' the profits of which are being used to support other women-in-need living in the community. Such expansion in the CVA tool's application and relevance to gender analysis methods, therefore, allows for a more enriched understanding of how community and cultural capacities and vulnerabilities can be assessed, understood and utilized to address social concerns and problems, including health-related deficits and movements towards social change.
The limitations of adapting the CVA tool are two-fold: (i) the length of time required to conduct a gender analysis that observes gendered roles, responsibilities and power dynamics that are related to persistent and chronic social conditions and concerns. The bare minimum amount of time required for an accurate and exhaustive assessment and application of the CVA tool is several months due to the need for establishing relationships with the local community and key stakeholders, which may not be feasible both in terms of funding and available time of the researcher and/or organization. Our adaptation of the tool occurred over a 4-year period. Although this length of time could be reduced, the aggregate data collected may lack some detail that could be achieved through longer term gender analysis. (ii) By uncovering some of the gender-related vulnerabilities in a particular community, one may be in danger of exacerbating such vulnerabilities, thus enhancing the local experience of helplessness and lack of agency. One must tread carefully, and consistently engage in active self-reflexivity and cultural sensitivity to the population participating in the gender analysis. Our initial experience involved direct communication with the women participants, which risked offending some of the community elders (men), of whom we later discovered that we should have asked for initial permission to engage the women. However, with careful negotiation and complete transparency in the research/gender analysis process (i.e. meetings with elders seeking permission, and community information meetings), we were able to navigate local cultural nuances. Proceeding with caution, therefore, also requires a consistent effort to check in with local community members and those participating in the gender analysis, in order to ensure that any problems or concerns arising from the research are being addressed directly.
CONCLUSIONS FOR RECOMMENDATIONS FOR FUTURE ADAPTATION
Understanding how gendered capacities and vulnerabilities affect all of our lives is important. The original purpose of the CVA tool was to understand such gendered capacities and vulnerabilities can be expanded upon or mitigated to address a community's needs in the context of a humanitarian disaster. Our adaptation of the CVA to gender analysis sought to analyse how gender-related capacities and vulnerabilities influence chronic and persistent health-disparities in remote, resource-poor communities. This adaptation allows for consideration of existing gendered characteristics in a community that may not be obvious with a superficial assessment. When considering the impact of emerging problems, such as HIV infection or other diseases; lack of education; environmental factors (i.e. drought and agricultural prohibition) and limited resources that have the potential to influence women's health, community health and health-related decision-making, this tool can provide much needed structure to nuanced community behaviour and ways of thinking. By applying the CVA from disaster preparedness to the context of emerging health problems and drawn-out social issues, researchers and community workers can more accurately discern, understand and address health-related needs and concerns by accounting for strengths and weaknesses that are already part of the local social fabric.
Incorporating historical and long-term community perspectives into the CVA tool by engaging with elders and women in the community through open interviews helped to clarify unique gendered roles, responsibilities and power dynamics contributing to healthcare agency and women's risk factors in the community. The success of our adaptation increased our understanding of the community's capacities and vulnerabilities, and encouraged more efficacious communication between the community and the hospital serving them. We also used the knowledge generated from the gender analysis to assist in the development of the women's group that aims to sustain their own impoverished women. Both of these developments supports the application of our CVA adaptation to other settings that are experiencing long-term social issues related to health; healthcare access, resources and decisionmaking and the need for social change related to these concerns.
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